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Abstract
Background—Prevention of childhood obesity is a public health priority. Parents influence a
child’s weight by modeling healthy behaviors, controlling food availability and activity
opportunities, and appropriate feeding practices. Thus interventions should target education and
behavioral change in the parent, and positive, mutually reinforcing behaviors within the family.
Methods—This paper presents the design, rationale and baseline characteristics of Kids and
Adults Now! – Defeat Obesity (KAN-DO), a randomized controlled behavioral intervention trial
targeting weight maintenance in children of healthy weight, and weight reduction in overweight
children. 400 children aged 2–5 and their overweight or obese mothers in the Triangle and Triad
regions of North Carolina are randomized equally to control or the KAN-DO intervention,
consisting of mailed family kits encouraging healthy lifestyle change. Eight (monthly) kits are
supported by motivational counseling calls and a single group session. Mothers are targeted during
a hypothesized “teachable moment” for health behavior change (the birth of a new baby), and
intervention content addresses: parenting skills (emotional regulation, authoritative parenting),
healthy eating, and physical activity.
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Results—The 400 mother-child dyads randomized to trial are 75% white and 22% black; 19%
have a household income of $30,000 or below. At baseline, 15% of children are overweight (85th–
95th percentile for body mass index) and 9% are obese (≥95th percentile).
Conclusion—This intervention addresses childhood obesity prevention by using a family-based,
synergistic approach, targeting at-risk children and their mothers during key transitional periods,
and enhancing maternal self-regulation and responsive parenting as a foundation for health
behavior change.
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Overweight; obesity; randomized controlled trial; parenting; children; postpartum period
BACKGROUND
Childhood obesity is a public health priority [1,2]. Treatment guidelines from Institute of
Medicine [2] and the Department of Health and Human Services [3] recommend involving
the family to create a home environment conducive to weight control. The presence of at
least one overweight parent triples the likelihood that a child will be overweight, and at
young ages is a stronger predictor of the child’s future obesity risk than the child’s own
weight [4]. Parents can serve as powerful agents of change since they influence a child’s
weight and weight-related behaviors through role modeling of healthy behaviors, controlling
food availability and opportunities for physical activity, and engaging in appropriate feeding
practices [5]. Furthermore, family-based interventions can improve diet and activity not only
in the target child but also in adults living in the household [6–7].
The period between ages 2 and 5 is a critical developmental transition in which food and
taste preferences are being established [8–9]. In households that routinely stock vegetables,
fruits, and other healthy foods, children will develop preferences from a range of healthier
options [10], and maternal role modeling of healthy lifestyle choices is positively associated
with similar behaviors in children at this young age [11]. Children in this age group also
have a natural tendency toward self-regulation of food intake, which can be undermined by
parental insistence on larger portion sizes or encouragement to over-consume energy-dense
foods [8,12]. Restrictive maternal feeding practices and the use of food to reinforce
behavioral contingencies may also contribute to poor self-regulation and satiety
responsiveness [13].
An intervention for childhood obesity that emphasizes parenting skills can provide mothers
increased ability to implement behavioral changes in the home [3]. Features of the home
environment associated with decreased health-related risk behaviors in adolescents,
including disordered eating, include parenting factors such as consistent family routines and
a firm and supportive parenting approach [14–16]. Instruction in a firm, supportive
parenting style has yet to be examined in interventions for childhood obesity.
While parents are a necessary target for interventions in this age group, if the parent is not
ready for change the intervention is more likely to fail [17–18]. The transition from
pregnancy to postpartum could significantly impact three psychological domains suggested
to characterize a “teachable moment”, or a cuing event that may affect a mother’s readiness
to change behavior. The teachable moment heuristic posits that health events and life
transitions that jointly increase perceptions of vulnerability to health risks, prompt emotional
responses, and impact self image may offer a powerful motivational context for promoting
behavior change [19]. The teachable moment concept is appealing because timing formal
interventions to coincide with these naturally occurring events might increase the efficacy of
the type of interventions best suited for widespread dissemination. Although it targeted only
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the overweight/obese postpartum mothers, and not their children, our previous behavioral
intervention trial “Active Mothers Postpartum” also utilized the teachable moment concept
[20].
The objective of this paper is to present the design, rationale, and key baseline participant
characteristics of Kids and Adults Now! Defeat Obesity (KAN-DO), a family-based
behavioral intervention for the prevention of childhood obesity.
MATERIALS AND METHODS
KAN-DO is a randomized controlled trial designed to evaluate the effect of a family-based
parenting intervention to promote healthy weight attainment in preschool children (weight
maintenance among those of normal weight, relative weight reduction among those
overweight) through improved dietary habits, increased physical activity, and decreased
sedentary behaviors. Secondary aims of the study relate to weight loss and improved weight-
related behaviors in the mothers. Additional secondary aims relate to changes in the
mother’s parenting skills, and the possible impact of teachable moment factors on
intervention effects. The KAN-DO study design is depicted in Figure 1.
Conceptual overview
Figure 2 presents a graphical overview of the conceptual model for the study. At any given
moment, the number and/or extent of demands on new mothers may exceed their capacities.
If new behavior change strategies are to be successfully implemented in this period,
interventions for health behavior change should first address mothers’ capacities to handle
general life stressors. Our intervention sought to enhance self-efficacy for behavior change
by addressing the mother’s self-regulatory capacities (her emotional regulation, sleep, and
parenting practices) prior to addressing change in eating and activity behaviors. We
hypothesized that by emphasizing process issues such as parenting style and the capacity to
better understand and respond to their own emotional needs, we could provide mothers a
strong foundation for addressing life stressors more generally, and subsequent changes in
eating and activity would have greater likelihood for success.
In this way, we attempted to increase capacity to responsively parent by first teaching
mothers to responsively “parent” themselves – i.e. they would be better at sensing their
child’s sadness, hunger, etc. if they were better at sensing and responding to their own (a
strategy consistent with advances in the nature of empathic attunement). Thus, self-efficacy
for behavior change is enhanced by sequencing skills in a manner proposed to increase
maternal competence. Parenting skills (e.g., an authoritative parenting style [14–15, 21–22],
maternal feeding behavior [12–13]) are taught early in the intervention as a foundation for
upcoming lifestyle change strategies.
We aim to capitalize on role modeling as a potent mechanism for behavior change [23–24].
The performance of health behaviors by both the mother and cartoon characters created for
the intervention materials are used to reinforce adaptive changes in behavior. Repeatedly
observing these characters (in program tools, in toy inducements, in program-related
activities) is designed to cue participants to engage in healthy lifestyle behaviors in both
mother and preschooler. Further, the mutual synergy of mother-child behavior change is
proposed to potentiate intervention strategies, consistent with the tenets of social cognitive
and behavioral theories [25].
Finally, intervening during a key transitional period is in accordance with motivational
models of behavior change that capitalize on an individual’s readiness to initiate change
efforts. According to motivational models, behavior change is more likely to occur when an
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individual is “ready, willing, and able” to undergo such changes [26]. “Ready” and “willing”
relate to the perception by the individual that change is necessary and desired. By
intervening during the postpartum period, in which a mother has a heightened awareness of
both her and her children’s needs and may have a heightened level of affect and sense of
health risks (a “teachable moment”), we seek to increase a mother’s motivation for and
engagement in health-related behavioral change efforts [27]. By providing her with tools to
regulate her emotions, parent effectively, and better understand eating and activity needs for
herself and her family, she becomes more “able” to facilitate behavior change.
Participant population and recruitment
The target population consisted of postpartum women who were overweight or obese (BMI
≥25 kg/m2) [28] prior to pregnancy and their children aged 2–5, in 14 counties of the
Triangle and Triad regions of North Carolina, USA. Postcards introducing the study were
mailed to women identified from state birth certificate records who appeared eligible based
on number of children and their ages. A purchased search for publicly available phone
numbers based on the birth registry list yielded additional contact information for about half
of this sample. Recruitment was augmented by posting flyers and brochures with a toll-free
phone number in the larger obstetrics & gynecology and pediatric practices, in day care
centers, and other community areas including libraries, local stores, and community bulletin
boards.
Screening and eligibility
Women for whom phone numbers had been obtained from the birth registry sample and all
who had called the toll-free number were screened for eligibility by telephone. Eligibility
criteria included: delivery of a baby within the prior 1–6 months, a preschooler aged 2–5
years in the home, self-reported pre-pregnancy BMI ≥ 25, and no medical complications
that would prevent daily physical activity in mother or preschooler. Additional criteria for
the mother included knowledge of English, being at least 18 years of age, and having regular
access to a telephone and mailing address.
Eligible and interested mother/child dyads attended an in-person individual baseline
assessment at one of two study sites (University of North Carolina at Greensboro, or Duke
University, Durham). At this visit, staff described the study in further detail and obtained
written consent for enrollment. Mother and child’s height and weight were measured, and if
the mother’s measured BMI was less than 25 kg/m2 she and her preschooler were not
eligible for further participation.
Baseline assessments and randomization
Once enrolled and confirmed eligible, successful completion of the baseline questionnaire,
activity monitoring, and dietary recall were required for randomization. The self-
administered baseline questionnaire was mailed two weeks in advance of the in-person
enrollment visit, but if not previously completed, was completed at the time of the visit. The
questionnaire assessed diet and physical activity in the preschooler and mother, current
parenting behaviors, components of the teachable moment, and the mother’s self-efficacy
and motivation for behavior change. At the visit mother and child were provided with
accelerometers which they both were instructed to wear for one week and mail back using a
prepaid return envelope. During the 2 weeks following the visit the mother completed two
interviewer-administered 24 hour dietary recalls by telephone using the Nutrition Data
System for Research.
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Once participants passed the run-period (completing all assessments, and as long as mothers
were no more than 7 months postpartum) they were randomized to the study via permuted 8-
block randomization, generated by SAS (Cary, NC).
All recruitment and enrollment procedures were approved by the Institutional Review
Boards of Duke University Medical Center and the University of North Carolina at
Greensboro.
Intervention
Control arm—participants randomized to the control arm receive monthly newsletters
emphasizing pre-reading skills in the preschooler, based on publicly-available pamphlets
created through the Reading Is Fundamental (RIF) program (www.rif.org).
KAN-DO intervention—participants randomized to the intervention arm receive eight
interactive family kits. Kits are mailed monthly and each is followed by a 20–30 minute
supportive telephone counseling session based on motivational interviewing techniques.
Mailed modules and telephone calls are supplemented with a group session where skills are
reinforced by the counselor and study nutritionist.
The 8 month KAN-DO intervention focuses on the development of a healthy weight via
instruction in parenting skills, techniques for stress management, and education about
healthy behaviors. Parenting skill instruction emphasizes the establishment of routines and a
supportive home environment, the improvement of the mother/child feeding relationship, the
importance of stress management and self-care, and the mother as a positive role model for
healthy eating and exercise behaviors. Education about healthy behavior changes for both
the mother and preschooler target diet (decreased intake of sugary drinks and fast food,
increase in fruit and vegetable consumption and meals prepared at home) and physical
activity (increase in activity including time spent playing outdoors, and decrease in
sedentary behavior including time spent watching TV).
Each kit is focused on a core topic and includes illustrated print materials for the mother,
and a child activity that integrates the concepts from the mother’s print materials. The child
activity is structured to encourage the dyad to work together towards the healthy behavior of
the month. Incentives reinforcing the month’s topic, such as a rewards chart, yoga mat,
pedometer, or portion plate, are included with each kit.
The skills taught via mailed intervention modules are reinforced by trained telephone
counselors. Calls are made approximately one week after receipt of each module and used to
review information in the module and address motivation, self-efficacy, and barriers to
change. Consistent with the principles of motivational interviewing [26] the counselors use
reflective listening techniques to elicit women’s personal and family goals for behavior
changes and stress management.
In addition, women are asked to attend one group session anytime during the 8-month
intervention period. At this semi-structured session, counselors and study nutritionists
review general content from the family kits, but also set aside time for role play and group
discussion. Sessions take place in the evenings and on Saturdays in the same building as the
study visits, and a meal and free child care are provided.
Measures
Assessments are collected at entry to the study (2–6 months postpartum, baseline), end-of-
intervention (10 months post-baseline, follow-up 1), and one year post-intervention (22
months post-baseline, follow-up 2). All participants receive monetary incentives (totaling
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$100) to complete assessments. Primary analyses relate to changes in the preschooler’s
weight, diet and physical activity. Secondary analyses relate to the same outcomes in the
mothers, changes in the mother’s parenting skills, and the possible impact of teachable
moment factors on intervention effects.
Weight status—Standardized, measured weights and heights of the preschoolers are
collected at all timepoints. Standardized, measured weight and waist circumference are
collected from mothers at all timepoints, with height measured at baseline. Heights are
measured using a SECA 214 portable stadiometer and weights using a Tanita BWB-800S
digital scale, in street clothes with shoes removed. The main outcome of the study is change
in child BMI z-score, an age- and gender- adjusted measure of child BMI. Change in
mother’s BMI will be a secondary outcome. In secondary analysis, we will also assess
change in the proportion of children at or above the 85th and 95th percentiles for weight.
Diet and activity—Mothers completed brief questionnaire items regarding daily intake of
food items potentially related to obesity, reporting these separately for themselves and for
their preschoolers. The items included intake of soda and other sweetened beverages [29–
30], fast food [31–32], and fruits and vegetables [33–34] (reported at baseline and each
follow-up), and have been used extensively in North Carolina public health programs [35].
At baseline and follow-up 1, dietary intake of the mother is measured on two randomly
selected days over the two weeks following the study visit via a telephone-administered,
multiple-pass, 24-hour dietary recall using the Nutrition Data System for Research [36–37].
Mean daily caloric intake and percent daily intake from fat will be derived from this data.
At baseline and follow-up 1, physical activity and sedentary behavior are measured in both
the preschooler and mother using accelerometers [38–40]. The Actical accelerometer (model
#198-0200, Mini-Mitter Co. Inc., Bend, Oregon), is a small, light-weight multi-axial
accelerometer sensitive to movement in all directions. Mothers and preschoolers are asked to
wear the belted monitors on the right hip continuously for 7 days, returning them in a self-
addressed stamped envelope. Data are summarized as minutes of sedentary and of moderate/
vigorous activity, using separate settings and cutpoints for mothers and children [41].
Questionnaire data including time spent watching TV and computer and video game time
(both mother and preschooler), outdoor playtime (preschooler), and the Kaiser Permenente
Activity Scale [42–43] (mother) are collected at baseline and both follow-ups.
Parenting skills—Parental feeding practices are measured by The Parental Feeding Style
Questionnaire [44]. Family structure and routines around eating are measured by the Family
Meal Questionnaire [45], and policies concerning the TV viewing environment were also
measured [46]. Parenting self-efficacy is measured by the competency subscale of The
Parenting Stress Index [47].
Teachable moment—Teachable moment factors are measured through a set of pre-
existing and adapted measures, assessed at baseline. Weight-related affect questions are
adapted from items on the Positive and Negative Affect Scale [48] to assess mother’s
feelings about her own weight and that of her preschooler. The mother’s weight-related risk
perceptions for her and for her preschooler are asked (e.g., “How likely is it that you will be
overweight in two years if you continue to eat/be as physically active as you do/are now?” ).
Self-image is assessed based on statements such as: “Since the birth of your baby, to what
extent do you serve as a healthy role model for your children?” Also assessed at baseline
and both follow-ups are motivation (e.g., How much do you want to make “healthy”
changes in your preschooler’s eating habits?) and self-efficacy (e.g., How confident are you
that you can make “healthy” changes in your preschooler’s eating habits?) to change
weight, diet and physical activity.
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Potential predisposing or mediating factors—Mother’s demographic measures
include racial/ethnic group, education, insurance status, marital status, and ages of other
children living at home. Child care arrangements and work outside the home are assessed at
baseline and again at both follow-ups. Mother’s self-report of her preschooler’s birthweight,
her own pre-pregnancy weight, and her gestational weight gain during the most recent
pregnancy are collected at baseline. Additional measures in the mother include: duration and
amount of breastfeeding (with both preschooler and current infant), contraception use,
smoking status, overall self-reported health, the Edinburgh Postnatal Depression Scale [49],
social support, and stress and coping measures [50]. The Child Eating Behavior
Questionnaire [51] assesses parents’ perception of their child’s eating habits. We include the
satiety responsiveness, slowness in eating, desire for drinks, and emotional overeating
subscales. Child temperament is indicated by items from the demandingness subscale of the
Parenting Stress Index and the bedtime resistance subscale of the Child Sleep Habits
Questionnaire [52–53].
Intervention participation is indicated by records of attendance at the group session and
participation in the telephone counseling sessions. At each call counselors subjectively rate
the woman’s engagement in the behavior change process, and ask about use of child
activities and whether the mother read the materials. Extent and quality of involvement with
the family kit activities is assessed through returned “homework assignment” postcards (5
questions regarding content of kit or outcomes of activity). Women receive $5 for each
returned homework assignment.
Statistical considerations
Within sixteen strata defined by study site (Durham vs. Greensboro), child’s age (2–3 vs. 4–
5), mother’s days postpartum (<122 days vs. ≥ 122 days) and mother’s race (black vs. non-
black), a total of 400 preschooler/mother dyads were randomized with equal allocation to
the KAN-DO intervention and control arms. We expect about 60 dyads will drop out before
follow-up 2; these dropouts will be included in analyses by assuming no change in behavior
across time. The study has seven primary endpoints, all of which involve changes in the
preschooler. The first and most important endpoint is change from baseline to follow-up 2 in
BMI z-score. The remaining six endpoints are change from baseline to follow-up 1 in
number of servings of sugary drinks, number of fast food meals, number of servings of fruits
and vegetables, physical activity and inactivity as measured by the activity monitors, and
time spent watching television. General linear models will be used to test whether the arms
differ on each of these endpoints, controlling for the baseline value of the endpoint. The
overall experiment-wise alpha level will be controlled at 0.05 by using a 1-sided alpha of
0.05/7 for each of the seven tests. With 200 participants per arm, the t-test has 90% power
when the true standardized mean arm difference is 0.374. According to Cohen [54], this
effect size is between “small” and “medium” in size.
BASELINE CHARACTERISTICS
Four hundred dyads were randomized to the trial between September 2007 and November
2009. Of these, 67% are attending at the Durham site and 33% at the Greensboro site. With
regard to other stratification factors, 31% of preschoolers were aged 4 or 5 years and 90% of
mothers were less than 122 days postpartum at baseline, and 22% of mothers are black.
Participating mothers have a mean age of 32.5 (SD 4.9) years and a mean baseline measured
BMI of 32.8 (SD 5.6) kg/m2.
Baseline sociodemographic characteristics of the study sample are presented in Table 1.
About 40% of mothers were overweight at baseline and the remaining were obese (BMI ≥
30). Mothers are 75% white and most are married (86%). More than half have a college or
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postgraduate education and household incomes of $60,000 or more. Though this
demonstrates high representation of affluent households, 19% of our sample reports an
income of $30,000 or below, and 25% are uninsured or insured through Medicaid. About a
third of mothers have three or more children, and about half are working outside the home.
At baseline 24% of enrolled preschoolers are already classified as overweight or obese
(Table 2). 30% of preschoolers have at least one serving of sugary drinks (soda or other
sweetened beverages) per day, 60% have at least one fast food meal per week, and 17%
have the recommended 5 servings of fruits and vegetables per day. Valid accelerometry data
(at least 6 hours of continuous wear on at least 2 weekdays and 1 weekend day) was
collected on 84% of the sample. Of these, no children in the study have at least one hour of
moderate/vigorous activity per day. 44% of the preschoolers watch more than 2 hours of
television daily.
DISCUSSION
The KAN-DO trial adds to the growing body of research aimed at the prevention of
childhood obesity. Family-based intervention continues to be an important area of research,
and there is recognition of the value of targeting parents as agents of change [55–56].
However, few previous trials have focused specifically on parenting skills or practices as
intervention targets. The Families for Health trial in the UK incorporated elements of the
UK-based Family Links Nurturing Programme, which emphasizes parenting and family
lifestyle [57], and Golley et al. tested an intervention designed to “promote parental
competence to manage their child’s behavior” [58]. Both these trials were conducted in
older children than those in KAN-DO (7–13 in the former, 6–9 years in the latter).
The age of the target children is also a novel element of the KAN-DO study. As overweight
has become more widespread in ever younger children [59], the importance of early
intervention has become more evident. A recent review of obesity prevention studies in
children 0 to 5 years found a total of 23 such interventions [60]. Of these, only five targeted
weight as the primary outcome (as opposed to dietary intake or activity behaviors) and all
five were conducted in preschool/child care settings. Eight family-based interventions were
found, only one of which involved parenting practices as an intervention target. The
Community Mothers Programme was a randomized controlled trial of a peer-delivered
parenting intervention for disadvantaged first-time mothers. Conducted in Ireland in 1989,
the program showed promising results in areas of parenting practices and child dietary
intake, but has not been replicated [61–62].
Design considerations
Women who were overweight or obese prior to pregnancy were selected based on published
studies indicating their children are at increased risk of overweight and obesity. The mother
is the target of intervention since she is more commonly the main “gatekeeper” for the
preschooler and the family; moreover, this design allows single mother households to take
part.
The two-arm design enables us to assess differences between the intervention and control
groups with adequate statistical power and sample size that can be accrued feasibly within
the 20 month recruitment window. A more complex four-arm design including families
without a newborn would have been optimal to evaluate our teachable moment hypothesis;
aside from the increase in sample size this would have required, an intervention for non-
postpartum women would by design have been different than KAN-DO, making
comparisons complicated.
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Short-term weight loss or weight control is much easier to achieve than longer term weight
loss. Our primary endpoint (BMI z-score change at approximately 2 years post-baseline)
strikes the balance between following the preschoolers and their mothers long enough to
assess long-term outcomes with what is feasible within a 5 year study period.
Limitations
Our sample has an adequate representation of both white and black children and their
mothers, from a range of socioeconomic backgrounds. However, the women who enrolled
tend to be better educated and more likely to be married than postpartum women in the
recruitment area.
We originally proposed to collect 24-hour dietary recalls only on the mothers, because at the
time this method (child intake via mother-report) had not been validated in children ages 2–
5. We have, however, collected dietary recalls on a subsample of the participating children
in the study at baseline, and will attempt to collect recalls from these same participants at
follow-up 1, using the same methods outlined for the mothers in the study.
We aimed to intervene with the preschoolers just after a subsequent sibling had been born.
This may be a teachable moment for reinforcing healthy behaviors and changing unhealthy
behaviors, however, it limits the target population. For our study, this requirement has meant
that recruitment has taken longer and has had to span a larger geographical area to reach the
target sample size. Also, this may also have precluded mothers with fewer resources from
taking part; caring for a newborn in addition to a preschooler requires more time and effort,
and may make participation in research less likely for mothers without a strong support
system [63–64]. This creates a dilemma, since such mothers and their preschoolers may at
the same time be those at highest risk and therefore most in need of an intervention.
Conclusion
In order for a mother to become an agent for change via a family-based intervention, she
must be willing and able to consider changes for herself. The postpartum period is a time
when women are at risk for weight retention and might be particularly open to considering
weight-related changes. By equipping postpartum mothers with sound parenting practices,
stress management techniques, and skills for creating behavior change in herself and her
child, a family-based obesity prevention program such as KAN-DO may prove to be an
effective mechanism for reducing the incidence of childhood obesity.
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Table 1






 2 years 35.8 (143)
 3 years 33.0 (132)
 4 years 20.5 (82)
 5 years 10.8 (43)
Sex
 Male 55.8 (223)
 Female 44.3 (177)
Mother
Age
 <30 26.3 (105)
 30–35 35.8 (143)
 >35 38.0 (152)
Race
 White 75.3 (301)
 Black 21.8 (87)
 Other races 3.0 (12)
Ethnicity
 Hispanic 4.8 (19)
Education
 High school graduate or less 11.5 (46)
 Some college 20.3 (81)
 College degree 42.0 (168)
 Graduate school 26.3 (105)
Marital status
 Single/never married 8.3 (33)
 Living with a partner 3.8 (15)
 Married 86.5 (346)
 Separated/divorced 1.5 (6)
Household income
 Up to $15,000 10.2 (40)
 $15,001 – $30,000 8.9 (35)
 $30,001 – $45,000 9.1 (36)
 $45,001 – $60,000 15.2 (60)
 $60,001 or more 56.6 (223)
Insurance status*
 Private/through employer 79.5 (318)
 Medicaid 18.8 (75)

















 None 6.0 (24)
Parity
 Two children 68.0 (272)
 Three or more 32.0 (128)
Work outside the home
 Full-time 29.8 (119)
 Part-time 19.0 (76)
 Not work for pay 51.3 (205)
Baseline BMI (kg/m2)
 Overweight (25–29.9) 39.0 (156)
 Obese class I (30–34.9) 32.0 (128)
 Obese class II (35–39.9) 17.0 (68)
 Obese class III (40+) 12.0 (48)
*
Respondents were allowed to report any/multiple insurance sources; may not add to 100%
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Table 2





 Mean (SD) BMI z-score 0.44 (0.97)
 BMI category
  Underweight (< 5th percentile) 2.5 (10)
  Normal weight (5th–85th percentile) 73.5 (294)
  Overweight (>85th–95th percentile) 15.3 (61)
  Obese (>95th percentile) 8.8 (35)
Dietary intake
  At least one serving of sugary drinks/day 30.1 (120)
  At least one fast food meal/week 59.5 (238)
  At least 5 servings fruits and vegetables/day 17.3 (69)
Physical activity and inactivity
  Mean (SD) minutes moderate/vigorous activity/day (n=337) 14.9 (9.6)
  Mean (SD) minutes sedentary time/day (n=337) 367.0 (82.1)
  Watch > 2 hours of TV/day 44.0 (176)
*
except where noted
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